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This qualitative case study highlights the content and process of a parent support group 
delivered through a preventive mental health intervention in an urban Head Start. A 
social capital framework was used to analyze data from interviews with group facilitators 
and Latina mothers who were the core participants as well as from facilitator evaluation 
forms documenting weekly group process and content.  Findings suggest that close 
relationships and an exchange of meaningful resources constituted support.  A possible 
model for parent support groups incorporates relationships, resources, and space whose 
interplay is managed by a group facilitator. 
 
 
As part of its commitment to prepare children for Kindergarten, Head Start is also committed to 
supporting families so that children have the most supportive and enriching early learning 
experiences possible.  Indeed, the National Center on Parent, Family, and Community 
Engagement in Head Start presents a comprehensive framework by which Head Start programs 
can design and measure their efforts around engaging families and communities (Head Start 
Resource Center, 2011).  The empirically driven framework suggests seven family engagement 
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outcomes designed to strengthen families and, therefore, children’s experiences1.  To achieve 
such outcomes, many Head Start programs align their efforts with the unique characteristics of 
their enrolled families. 
To this end of supporting families, Family Connections is a Head Start-based preventive 
mental health intervention designed to increase program staff’s capacity to deal with families and 
children who might be dealing with depression and related adversities.  The intervention 
primarily offers staff-wide training sessions and mental health consultation to teachers and staff.  
In the urban Head Start where an evaluation demonstrated that the program was safe, feasible, 
and an effective tool for system changes (Beardslee, Ayoub, Watts, Avery, & O’Carroll, 2010), 
the program also offered a parent support group, and this qualitative case study highlights the 
content and process associated with the support shared in the group.  
A core group of Latina mothers attended the group, which became an opportunity for 
participants to negotiate critical resources for supporting their children’s learning and meeting 
personal goals.  With the help of a mental health consultant who facilitated the group, the 
mothers engaged around issues that felt most pressing to them in a given week. These included 
parenting, economic challenges, social isolation related to their immigrant or ethnic minority 
status in their communities, and working towards personal goals.  
This study presents both the content of the group and its process for the sake of a rich 
understanding of how its members benefitted from it and to suggest a possible model for future 
groups in Head Start or other early education contexts.  While experimental or evaluation studies 
are the best for quantitatively measuring effects, a qualitative case study such as this presents 
nuanced content and process of the group through its participants’ voices in a way that can’t be 
captured with large-scale or quantitative data.  
Two main questions guided this study: 
 
1. What constitutes support from the perspectives of key players in a parent support 
group that is part of a preventive mental health intervention in an urban Head Start?  
2. By what processes does the parent support group meet its participants’ needs? 
 
 
THEORETICAL FRAMEWORK  
 
A social capital framework 
 
We can examine the content and process of this support group in the context of social capital, or 
resources exchanged within networks of relationships (Bourdieu, 1986).  Education research has 
identified the positive association between parents’ social capital and children’s academic 
outcomes in elementary and high school (Lareau & Horvat, 1999; Louie, 2001) and later parent 
involvement in elementary and middle school (Sheldon, 2002; 2007).  One Head Start study to 
date has used social capital as a framework to analyze the characteristics of families enrolled in a 
rural Head Start program (Harr, Higgins, & Russell, 2001). In related work, Small (2009) 
conducted a comprehensive study of childcare programs and suggests that community-based 
organizations including Head Start serve an important function in facilitating the exchange of 
 
1 These seven outcomes include (1) family well-being, (2) parent-child relationships, (3) families as lifelong 
educators, (4) families as learners, (5) family engagement in transitions, (6) family connections to peers and 
community, and (7) families as advocates and leaders (Head Start Resource Center). 
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social capital by allowing members, particularly mothers, the potential to develop relationships 
with other mothers and staff members and thereby gain the opportunity to exchange resources.   
Despite the power of social capital to support achievement and advancement, however, 
not all networks are equal in their potential to provide resources or influence (Bourdieu, 1986). 
An individual’s ties with members in his or her own immediate network (e.g., family or friends) 
might be “stronger” (Granovetter, 1973) than those with members of a different network, but 
such “bonding” capital (Putnam, 2000) may be more effective in conferring emotional support 
rather than new information, which is more likely to be gained through “bridging” social capital. 
In other words, as Putnam (2000) has described, bonding ties are good for getting by while 
bridging ties are good for getting ahead.  
The present study contributes to the body of research on social capital in Head Start by 
describing how a parent group takes its members from “potential” to “actual” support.  In 
particular, the findings highlight three important components of the group that were managed by 
a facilitator: (1) resources specific to member needs; (2) peer relationships; and (3) appropriate 
space.  Furthermore, the facilitator style was important in encouraging parents to engage in and 
benefit from the group.   
 
 
REVIEW OF LITERATURE 
 
Head Start family demographics: The effect of poverty and racial or ethnic 
minority status on parent well-being and child outcomes. 
 
Recent enrollment data show that most Head Start families live in low-income situations and 
represent racial- or ethnic- minority groups. Per Head Start policy, enrolled families’ gross 
income must not be more than 100% of the Federal Poverty Guidelines (U.S Department of 
Health and Human Services, 2011), and of children entering Head Start for the first time in 2009, 
greater than 70% were some race other than White while 36% were Hispanic (Hulsey, Aikens, 
Kopack, West, Moiduddin, & Tarullo, 2011).These demographic characteristics are associated 
with residence in unsafe neighborhoods that may limit children’s mobility (Furstenberg & 
Hughes, 1995; Leventhal & Brooks-Gunn, 2000), disconnected neighborhoods that lack the 
social cohesion that motivates members to act for the common good (Sampson, Raudenbusch, & 
Earls, 1997), diminished access to material resources that support child development (Duncan & 
Brooks-Gunn, 2000), and negative educational achievement (Halpern-Felsher, Connell, Spencer, 
Aber, Duncan, Clifford, et al., 1997).   
In addition to the risk factors described above, a particularly important risk associated 
with poverty and racial or ethnic minority status is depression.  Thirty-one percent of adults in 
poverty report that they have been diagnosed with depression at some point compared with 
15.8% of adults not in poverty (Centers for Disease Control, 2010; Brown, 2012).  Maternal 
depression in particular is more common than depression among fathers (CDC, 2010).  The 
implication of depression in mothers is particularly important because of its impact on the 
mother-child relationship.  Research has consistently shown that mothers who are depressed tend 
to have more trouble being attentive and emotionally involved with their children (Cummings & 
Davies, 1994; Mustillo, Dorsey, Conover, & Burns, 2011; Turney, 2011; Valdez, Shewakramani, 
Godlberg, & Padilla, 2013), and they are less likely to be involved at home or at school in ways 
that support their children’s learning and development (Valdez et al., 2013).  As a result of 
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disrupted patterns of mother-child interaction, children of depressed mothers are more likely to 
have trouble academically and socially at school (Valdez et al., 2013), and they are more likely 
to display internalizing and externalizing behavior difficulties of their own (Anderson & 
Hammen, 1993; Beardslee, Versage, & Gladstone, 1998; Elgar, Mills, McGrath, Waschbusch, & 
Brownridge, 2007; Piche, Bergeron, Cyr & Berthiaume, 2011).   
Beyond income, racial or ethnic minority status may also compound a Head Start parent’s 
risk of experiencing depression.  Clinical research suggests that minorities are more likely than 
others to experience chronic depression (see DeJesus Diaz, Gonsalves, & Carek, 2011 for 
review). Two recent epidemiological studies have further shown that Latinos and Latinas 
reported the second highest depression prevalence rate (4.3% and 17.7%, respectively) after 
Whites (Dunlop, Song, Lyons, Manheim, & Chang, 2003).  Among immigrant Latino adults 
from Central and South America in particular, rates of depression are higher than among White 
adults (Alegria, Canino, Shrout, Woo, Duan, et al., 2008).  Head Start does not gather data on 
immigration status in its families, but the challenges associated with immigration, including the 
loss of social support as well as a changes in family roles (Comas-Dias, 1990; Zhang & Ta, 
2009) overlap with the social isolation and discrimination that may come with ethnic minority 
status regardless of immigration status.   
An important caveat to these data is the fact that the association between maternal 
depression and child adjustment is not necessarily causal.  It could be that child behavior 
contributes to depression or that other variables may be involved in the association (Lovejoy, 
Graczyk, O’Hare & Neuman, 2000).   Regardless of the mechanisms at work, however, Head 
Start demographics alone suggest that practitioners are likely to encounter mothers who either 
have or are at risk for depression.  Indeed, evaluation of the impacts of Early Head Start found 
that almost 50% of the 3,001 low-income mothers who were eligible for EHS displayed 
symptoms of depression (Administration on Children, Youth, and Families, 2001; Love et al., 
2002).  Therefore, it is important that programs provide parents with opportunities to buffer the 
risk of depression. 
Opportunities for parents to build social support can serve this buffering purpose.  As an 
interpersonal, reciprocal exchange of information, social support is based in social networks and 
in a specific context (Finfgeld-Connett, 2005).  It contributes to an individual’s mental wellbeing 
by providing people with an opportunity to get to know others and to identify and exchange 
useful resources (Bronfenbrenner, 1979; Cochran, Larner, Riley, Gunnarsson, & Henderson, 
1990; Simich, Beiser, & Mawani, 2003).  Social support can specifically contribute to adaptive 
parenting when parents learn from others ways to support their children and change negative 
parenting practices (Osofsky & Thompson, 2003).  Maternal support in particular is associated 
with child adjustment in school (Short & Johnson, 1997), and for immigrant families, social 
support may help families adapt to new neighborhoods and community institutions such as 
schools and social service organizations (Fram, 2005).  Adaptation may take years beyond the 
point of immigration to a new country (Deaux, 2006) with some mental health experts 
suggesting that there are multiple dimensions of adjustment, including behavioral, intellectual, 
representative, and emotional (Ebata, 2002).  Immigrants can benefit from programs that offer 
either sustained support or a strong foundation from which a person can build additional support. 
Social support can be shared in a variety of formats, ranging from verbal to nonverbal 
and formal to informal. A challenge for a comprehensive service provider such as Head Start is 
to know the best format for its enrolled families. Indeed, not all parents are willing to seek or 
accept support from institutions.  Whereas depression rates among Latinos are higher than in 
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other ethnic groups (Dunlop et al., 2003), U.S.-born Latinas are less-likely than U.S.-born White 
women, immigrant African women, or immigrant Caribbean women to want mental health 
treatment (Nadeem, Lange, Edge, Fongwa, Belin & Miranda, 2007).  Some research has 
explained this reluctance with a widely held belief in familismo, a belief that encourages families 
to try to take care of themselves (Pescosolodido, Brooks-Gardener, & Lubell, 1998).  
Furthermore, immigrant women in general, regardless of race or ethnicity, appear to feel a 
stigma attached to mental health treatment (Nadeem et al., 2007).  Parents from ethnic minority 
groups and low socio-economic status groups more likely to follow-through with parent 
education programs if the setting and content match their world views and addresses a need for 
validation and sharing of common experiences (Simich et al., 2003).  Latinos, in particular, may 
be more likely to attend informal as opposed to highly structured groups (Martinez, 1986), and 
they are more likely to attend if the experience is open to including other family members.  A 
social support group with an informal, face-to-face format meets these criteria.   
 
 
Prior parent group research  
 
A parent support group per se may be distinguished in research literature as “a method of 
practice and a strategy for delivering parenting education
2
 and family support,” while also 
helping parents reduce isolation, develop a community of learners (Carter & Harvey, 1996, p.3) 
and become their own advocates (Weissbourd & Kagan, 1989).  From loosely structured groups 
that require little feedback from parents to highly structured groups that provide services 
requiring a clinically trained expert, parent support groups exist in a range of contexts, including 
clinical settings, community-based organizations, and schools. Each group format calls for a 
particular kind of leadership style, ranging from non-directive to facilitative to highly structured 
(Campbell & Palm, 2004).  A facilitative group leader, incorporating some qualities of the other 
two styles, is responsible for the group overall, but he or she allows parents to play active roles in 
the process, making their own decisions about how the group proceeds and what topics are 
discussed (Campbell & Palm, 2004).  While there exists such a framework for group design, no 
research to date has analyzed the content and process, or the “what” and “how,” of a loosely 
structured support group in Head Start or of a group for Latina mothers.   
A few studies have specifically investigated school-based parent support groups, but the 
results are not immediately applicable to early education. Schools often provide curriculum-
based parent education groups, and studies of such groups are often evaluative, using 
treatment/control designs to measure the outcomes of the groups on parenting behavior and/or 
child cognitive achievement. For example, Baydar, Reid, & Webster-Sratton (2003) investigated 
the factors that predict maternal engagement in the Incredible Years Parent Training Program 
among mothers whose children had not been referred for clinical services. Their findings endorse 
the purpose of such groups, noting that all mothers who participated in the program reported 
lower negative parenting and higher positive parenting scores compared with mothers in a 
control group (Webster-Stratton, Reid, & Hammond, 2001).  Yet, from these findings, it’s not 
 
2
 Parenting education is defined by National Parenting Education Network (1999) as “a process that involved the 
expansion of insights, understanding, and attitudes and the acquisition of knowledge and skills about the 
development of both parents and their children and the relationships between them.” (NPEN, 1999 as cited in 
Campbell & Palm, 2004, p 17 – 18). 
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clear how mothers made meaning of the content of the group.  Furthermore, this highly 
structured group focuses on parent-child interaction more so than on parent support. 
One investigation by Greif (1993) documents the content and process of long-term 
support shared among members of a loosely structured parent support group for African-
American parents in a Baltimore elementary school. Greif reports that membership in the group 
ranged from six to fourteen members, and parents often led discussion topics including dealing 
with difficult children, keeping children protected from negative influences, financial struggles, 
personal stress and racial discrimination Greif’s study highlights the importance of active 
participation and support that is uniquely tailored to parents’ needs.  The findings from the study 
are further buttressed by research outside of the educational sphere suggesting that one benefit of 
group membership is conferred through meeting peers who are in similar situations and being 
able to share stories (Smith, Gabard, Dale & Drucker, 1994).  It is not clear whether such 
uniquely tailored support and the opportunity to share stories would be salient to a parent support 
group for Latina mothers of young children.  
Finally, although it is a rarely studied component of support groups, the actual space in 
which a group takes place appears to have an impact on the group members’ response.  Before 
any work can take place, a group needs a physical space in which to meet (Wuthnow, 1996).  A 
positive physical space is important to a member’s mental wellbeing (Sainsbury Centre for 
Mental Health, 2000) and to a member’s comfort level with participation (Wuthnow, 1996). In 
an age of innumerable opportunities for online group membership, group interaction still appears 
to benefit from face-to-face communication (Kiesler & Cummings, 2002).  Once again, whether 
these trends emerge in an informal parent support group for Latina mothers of young children is 
not clear.  
 
 
Relevance of this study and research questions 
 
Research clearly suggests that maximized social support among parents facing poverty or social 
isolation can help strengthen parenting, ultimately helping children receive the best possible 
support for cognitive, social, and emotional development.  Among immigrant parents in 
particular, social support is important in the transmission of social capital, or resources 
exchanged within relationships to help parents adapt to new communities and achieve goals for 
themselves and their families.  As Head Start sees changes in the demographics and needs of the 
families it serves, understanding the expressed needs of its families as well as the process of 
support may help programs more tightly align their programming with parents’ desires and 
capabilities.  In that spirit, two research questions guide this study: 
 
1. What constitutes support from the perspectives of key players in a parent support 
group that is part of a preventive mental health intervention in an urban Head Start?  
2. By what processes does the parent support group meet its participants’ needs? 
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RESEARCH METHOD  
 
Case Study Rationale 
 
Because the unit of analysis in this study was the parent support group, and our goal was to 
report norms of the group, we chose to conduct a descriptive case study (Merriam, 1998). We 
believed it was important to examine participant interviews in the context of the larger group, 
and we drew on several sources of data to answer the research questions (Yin, 1989, p. 17). 
While this study took place in the context of a larger intervention evaluation, our goal was not to 
evaluate the group but rather to explain the nature of the group.  
 
 
Research Site 
 
At the time of the study, our partner Head Start program enrolled approximately 200 urban 
families, a large percentage of whom were Spanish-speaking immigrant families. During the year 
in which this study was conducted, 75% of the children enrolled in the center were Latino, and 
24% were Black or African-American.  Sixty-four percent of the children were primarily Spanish 
speaking, 29% primarily English speaking, and 7% spoke a language other than English or 
Spanish.  Approximately 93% of the families were living below the poverty line.  
The parent support group was part of Family Connections, a larger preventive mental 
health intervention program being implemented at the center. The strengths-based intervention 
program provided twice-weekly, full-day mental health consultation to staff members to help 
them build capacity to work with families that may have been dealing with depression or related 
adversity. The mental health consultants also facilitated a parent support group for one hour one 
morning per week. The group began in fall 2005, and this case study focuses on the group during 
one academic year, from August 2006 – June 2007.  We chose this time frame in order to allow 
the intervention staff to establish the group in the 2005-6 academic year.  
The consultant was the primary recruiter for the group, regularly posting English and 
Spanish fliers announcing group times and, when they were planned, topics. She also approached 
parents during drop-off time on Friday mornings. Parents who did not drop their children off at 
the center would not have been included in these recruitment strategies.  Participants were 
allowed to bring younger children with them, and one mother routinely brought her toddler with 
her.  The group was sometimes advertised as the “Friday Parents’ Group” where parents could 
share ideas about different topics; it was never advertised as a depression-prevention or support 
group.   
 
 
Participants  
 
Participants in this case study included six parent group members and two group facilitators. 
Group participation was open, and attendance was not mandatory.  Although participant names 
were not recorded each week, the consultant documented the number of participants in 
attendance each week, including the number of new participants. Attendance ranged across the 
year from one to 12 people including parents, grandparents, and Head Start center staff. No one 
new joined the group after November 17, 2006, however.  
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The parent interview sample for this present study was both purposeful and convenient.  
We wanted to talk with the most active participants (Martinez-Cosio & Iannacone, 2007) or 
those who attended the group on a regular basis because these mothers would best know the 
group and be able to describe how they made meaning of the group.  The consultant identified 
parents who attended the group regularly, and the first author pre-selected four weeks when it 
would be convenient to interview them during group time – weeks, for example, when there 
were no planned guests or when the group was not otherwise postponed because of other center 
events.  The interview sample was further limited to those mothers who were present each day 
that the first author visited.  
The six parents interviewed were all mothers, and, with two exceptions, immigrants from 
Latin America. One mother was from Puerto Rico, and another mother who was born in 
mainland US returned to her parents’ home of Puerto Rico regularly (see Table 1). For the 
purpose of this discussion, we incorporate these mothers’ experiences with the others, although 
we do not use their interview data to discuss immigration, per se.  Their stories as Latina mothers 
in this community share similarities with the other immigrant mothers in the group. Of four 
mothers for whom we did gather length of residence in the United States, all had come to the 
United States at least four years prior to the interviews (range 4 - 9 years). 
 
  
 
TABLE 1 
Demographic information of mothers in interview sample. 
Mother’s name3 Birthplace # of Children Years in the U.S. Marital Status 
Lily Honduras 2 5+ Married 
Dawn Puerto Rico 1 9 Married 
Phyllis Dominican 
Republic 
3 4 Married 
Stacy Dominican 
Republic 
2 8 Married 
Ivette US (of Puerto 
Rican descent) 
2 Lifetime Married 
Laura Puerto Rico 3 n/a n/a 
 
 
The case study participants also included two Caucasian female mental health consultants, who 
facilitated the group. One consultant, a licensed clinical psychologist, was not an active 
facilitator of the group during the 2006-2007 academic year, but she had established the group, 
and several of the mothers had begun participating with her. The second consultant was a 
Master’s level prevention specialist. Each consultant was fluent in Spanish.  
 
 
Data Collection Procedures 
 
In addition to participant interviews, data for this case study also came from mental health 
consultant reports of events at each group meeting. 
 
 
3
 All names of mothers in the support group have been changed. 
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Facilitator Evaluation Forms 
 
For each group session, the mental health consultants submitted to the intervention evaluation 
team a “Parent Group Facilitator Evaluation Form.”  The confidential form asked the consultant 
to describe what happened in the group session, including the number of participants and topics 
discussed. The form also asked, “What resources did you share?” from which response we could 
see what kind of information, or capital, the consultant shared with parents. Finally, the form 
more broadly asked the consultant to “Provide a general summary of the drop-in group.” The 
response allowed us to see from the consultant’s perspective what topics were discussed and how 
the conversation of the group proceeded.  Twenty-five evaluation forms were gathered during the 
timeframe of this study.  
 
 
Interviews 
 
Semi-structured interviews allowed us to learn how each parent and consultant made meaning of 
the group (Seidman, 1998).  The first author conducted each interview except for five of the six 
parent interviews that were conducted in Spanish by a member of the first author’s university 
community.  In these cases, the first author, who had an intermediate proficiency in Spanish, 
organized and attended the interviews.  The author maintained an active presence throughout the 
Spanish interviews, asking follow-up questions of and chatting informally in Spanish with 
parents at the beginning and end of the interview. Each interview was conducted in a private 
space at the Head Start center and audio-recorded.  Project research assistants and the first author 
transcribed the English interviews. A native Spanish speaker from the first author’s university 
community transcribed and translated the Spanish interviews. 
 We did not have access to the entire duration of the group meetings due to the mental 
health consultant’s concern for parents’ confidentiality.  We did, however, observe one complete 
group session and the beginning of a number of group sessions.  
 
 
Data Analysis  
 
The first author analyzed interview transcripts through an iterative process of identifying themes 
and developing codes (Strauss & Corbin, 1990; Maxwell, 1996). She began by open coding, or 
assigning a descriptive code to every segment of the data set (Lincoln & Guba, 1985). These 
codes captured the face value of the data (e.g., duration in group; parents help one another 
outside of group; topic: religion, immigration; group space; confidence in facilitator).  She 
conducted this first step to make sure to account for any unexpected themes and to prepare data 
for the next stage of coding. In the next stage of coding, she approached the data with a priori 
codes that captured concepts in the framework. These included, for example, “motivation,” 
“support,” and “group process.”  She then sub-coded those themes into categories reflected in the 
data, including “immigration,” “self-care,” “parenting,” and others. She entered all interview 
documents and codes into ATLASti and generated coding reports to assist in writing about the 
findings. 
To address the Facilitator Evaluation Forms, the first author coded each form for topic 
(e.g., learning disabilities). She entered the topic codes into an Excel document and, after 
A PARENT SUPPORT GROUP IN HEAD START     61     
 
reviewing the codes, grouped them into four broad categories: parenting, economic situation, 
immigration, and goals. These categories frame the findings below and are presented in more 
detail in Table 2 (See Appendix A).  
 
 
Validity  
 
The first author used several strategies to strengthen the validity of this study.  During the data 
gathering stage, to address her “outsider” status as a non-Latina and non-mother, she relied on 
the support of the mental health consultant who vouched for her with parents in the group. In the 
interviews, the interviewer reassured participants that we wanted to understand how the group 
was working, and that the facilitator would not know what any one mother said. During the data 
analysis stage, she also triangulated data by looking at different sources: interviews, fliers, 
bulletin board notices, and field notes. She presented analysis and drafts of writing to members 
of a writing group who helped challenge interpretation and assumptions.  
 
 
FINDINGS  
 
Findings from this study highlight challenges that low-income Latina mothers of young children 
in one community had to address as well as the process by which resources and relationships 
promoted their address of such challenges. In particular, mothers’ reported benefitting from the 
group through developing close relationships and exchanging resources related to parenting, 
economic challenges, immigration, and personal wellbeing during group time.  Group process 
included the dynamic interplay of relationships, resources, and space, managed by a facilitator.  
In this section, we first illustrate the salience of parenting, economic challenges, immigration, 
and personal wellbeing to the participants.  We then describe the model by which these issues 
were handled in the group.  
 
What constitutes support from the perspective of key players in a parent support group that is 
part of a preventive mental health intervention in an urban Head Start?  
 
 
Parenting Resources 
 
The strongest theme in the mothers’ discussion from week to week was their deep commitments 
to parenting. They sought resources about specific topics rather than education to address 
parenting insecurities.  While they did talk about discipline strategies or how to talk about 
difficult topics with children, they approached these topics from points of strength and proactive 
anticipation of their children’s behavior and needs. They also discussed learning disabilities most 
often.  Every mother, for example, reported benefitting from a visit by a social worker who 
spoke with the group about autism.  None of the mothers interviewed had a child with autism; 
however, most of them reported feeling better about having the knowledge for the sake of 
helping their friends.  As Laura explained, “I have a friend who has a son with autism, so I gave 
her some information. I have noticed some kids who are, you know, active, and I have seen some 
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signs of kids having ADHD, and I have talked to their parents to get information from their 
doctors.”  When asked what she liked best about the group, Phyllis said:  
 
The topics that we deal with . . . For example, the other day there was someone who was 
talking about autistic kids, and then some of us were not very clear about it. Because 
someone knows things meaning, “being autistic is this,” but for someone to know about 
things more in depth, then I like that.  
 
 
Economic Resources  
 
Problems related to mothers’ low-income status were common in the group, and support was 
once again related to resources and relationships. Most economic support filled a gap in 
information. For example, recurrent topics included affordable places to take children in the 
summer, violence in low-income neighborhoods, and housing concerns.  Resources most often 
came in the form of fliers, handouts, or verbal exchange of information about community 
resources and activities, which mothers reported liking and actively using.  For example, Laura 
explained: 
You know, when the summer is coming, they talk about places to go with your kids that I 
sometimes don’t know about, or events you know that you can take your children to – theaters 
and aquarium, free of charge. Sometimes people don’t know they exist for us to be used . . .They 
[consultants] can really give us information, and we can use it. In several cases, they also 
reported taking these outings together, thereby extending their relationships outside of the group. 
The mothers commonly supported one another through neighborhood and housing concerns. 
From dissatisfaction with their own housing situations to concern for their children’s safety in 
the broader community, it was clear that the mothers were frustrated with a lack of safety in their 
communities and that finding comfort in one’s own home was sometimes difficult.  As one 
facilitator evaluation form documented: 
One mom arrived early and entered the room beaming and with great news on her 
housing situation: it has been quiet all week and her family has been able to sleep. For some 
reason, her aggressively disturbing neighbor has been laying low. We talked about great she feels 
getting peace and quiet in her home. 
 Other reasons for support were more serious than noisy neighborhoods. Violence in the 
community was particularly high during the time of this study, and it came up in the group 
throughout the year as the facilitator evaluation form documented: 
Last week, she told me her sons had been shot at, so I asked her how they were doing. She said 
they are getting therapy through their schools. She attended a meeting on violence in the 
community. We talked about inviting a police office to [our group] to hear from families about 
the violence that is affecting them. 
 
 
Immigration Resources  
 
Similar to their feelings about neighborhood safety, mothers reported feeling a lack of voice in 
their immigration statuses. Their stories related to immigration status largely reflected difficulties 
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in raising their children in a different culture and in isolation from their families. A larger 
national immigration debate weighed on their minds:  
I raised the current news about immigration, and asked the group their feelings about the 
state troopers possibly being given authority to arrest illegal immigrants.  I raised the topic so 
that we could talk through the information that we have, rather than walking around in fear. (I 
mentioned that while [current Governor] has said ok to this, [Governor-elect] does not support it, 
and it may not go through after all). 
Stacy took comfort in the group’s informational support:  
 
You . . . have many ways of helping us . . . right now, I’m waiting, supposedly, until they 
release that law they’re about to approve about immigration. And [the mental health 
consultant] once brought a lawyer that gave me information that I didn’t know and wasn’t 
going to have a way of knowing. 
 
The mothers talked often about being parents in the different culture of the United States.  
As primary caretakers, they communicated with schools and other community organizations and 
helped their children navigate these environments even while they themselves were learning how 
the organizations operated.  The most recent immigrant, Phyllis, had come to the United States 
four years prior to the study.  Yet, with each stage of their children’s lives, they were 
experiencing a new, unfamiliar situation. Lily, for example, worried about protecting her 
children:  
There are times when we [the group] talk about how we saw some TV program.  We 
comment on it and how here we have to watch out for our kids so that they don’t go with 
strangers and everything. Even though we talk to them, and we think that we are sure that they’re 
never going to do it, we have seen TV programs, and we know that kids always do it. 
Similarly, Stacy’s concern for her daughters reflects both her adaptation to U.S. norms 
around childrearing and her daughters’ experiences: 
 
My husband and I fight until the end to protect them so that nothing happens to them, 
which is bad in part because protecting them here is bad because all the time you’re 
giving to them, and they don’t know. If you take care of them, it’s bad, and if you leave 
them on the streets, it’s worse because if they do something in the street, the one 
responsible is the parents. If you punish them, and they say in school, ‘my mom . . .  
punishes me,’ that’s also bad because you’re maltreating them. They understand it here as 
abuse. 
 
Besides concern for their children, the mothers also expressed frustration with their own 
lack of family in the US, and they felt that the group was like family. For example, Phyllis said, 
“I saw that it [the group] was like a family . . . and that’s why I’ve always continued coming.”  
Stacy had similar feelings:  “Here, in this country . . . I don’t have family, and I feel very alone. 
Here in the group . . . I’ve met many people. I’m very close to them, and I feel like they’re part 
of my family now . . . Then, because we spend time together and such, I’ve felt really good.”  
The group may be her only source of relationships:  
 
It’s very hard here in this country with the children. It’s very, very hard because . . . here 
in the country, you can’t trust anybody. I don’t trust anybody to be able to leave my 
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daughters with them. I don’t go out, and if I go any place, any day of the year, my 
daughters are with me. I go to the hospital, and my girls are with me. I gave birth, and my 
daughter had to be in the door in order to be able to stay because I don’t have anybody to 
take care of her. 
 
While all mothers reported that the group was like a family, and they sometimes went on outings 
together with their children, they also described clear boundaries around their relationships with 
one another. When asked whether she and the mothers were friends, Stacy replied, “Yeah. We 
get together, we call each other . . .  it’s not like in their houses because I don’t like it, not me not 
my girls, I don’t teach them to be inside others’ houses.”  Ivette reflected similar boundaries 
when she suggested that the group served as her family when she was not with her own:  “So, 
usually, I meet them [mothers in the group], . . . and from Monday to Friday, they’re my family.”   
 With help from the mental health consultant, the group gained momentum over time. 
When the last new member joined the group in November of the observation year, the mental 
health consultant recorded surprise at the level of candor in the mothers’ introduction to the new 
member:  
 Unlike other times we have tried to do introductions for a new person, this time each 
person carefully introduced herself, saying which classroom her child was  in, and also what the 
group meant to her. People made the following comments:  
 
 ‘this group is like a family to me.’ 
 ‘I come here for conversation.’ 
 ‘I don’t have family in this country – but I have this family.’ 
 ‘The moment that I feel strangled, I have this group to turn to.’ 
 
 It has not been easy to go around the room in an organized way in the past – and 
something in the mood of the room worked this morning for people to open up . . .the group felt 
incredibly supportive of one another today.”   
 
 
Personal Goal Resources 
 
In addition to talking about their children and their communities, the mothers talked about their 
own wellbeing. As the mental health consultant put it, “We also talked about our roles in our 
families and what we “take on” as women.” The degree of support around these topics varied. 
Sometimes, people just shared their plans and gathered encouragement from the group. For 
example, as the mental health consultant documented, “a regularly attending Mom came by and 
talked about her plans to enroll in an English class. She spoke about planning to take her children 
to a YMCA afterschool program so that she would be free to take classes.” In other cases, the 
group played a more important role:  
 One Mom, who is a regular volunteer at [Head Start] . . .began talking to me . . . ‘I don’t 
know what’s wrong with me; I just didn’t want to get out of bed this morning.” As we continued 
to talk, she told me her husband was sent (back) to jail in [nearby town], and she wanted to visit 
him but couldn’t remember how to get there. We got online and looked up commuter rail 
information and . . . the route to the jail from the station. We spoke about all the recent changes 
in her life, and I asked her about her social worker and supports available to her through her 
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family. 
 Having this time to talk about themselves seemed to normalize their challenges and build 
resilience to them. As Dawn expressed, “you hear other people and other parents and you say, 
‘whoa,’ and that helps. You say, ‘I’m not alone . . . .’” 
 
By what process does the parent support group meet its participants’ needs? 
 
Setting the space 
 
Each week, the mental health consultant arrived early to convert a conference room in the center 
space to a private meeting space set apart from the rest of the center, and this conversion became 
an important backdrop to the parents’ experience.  On several visits, the first author observed her 
do the preparatory work of laying out a tablecloth and food and arranging chairs in a circle, away 
from the conference tables. After setting the space, she engaged in the relational work of greeting 
parents, either in the doorway or just in front of the larger group circle to greet parents one-by-
one. When asked whether they thought of a better space for the group meeting, none of them said 
they did.  One mother reported liking the convenience of being able to stay after dropping off her 
children and to be close to them.  
 
 
Facilitative Group Leadership 
 
Comments from the mental health consultant about her approach to the group begin to support 
the notion that she used a facilitative style (Campbell & Palm, 2004) wherein she drove the 
group process but also provided a lot of room for participant decisions about the content:  
 
Our motto has always been to follow what comes from the group itself…We listen to 
what their needs are, follow up by bringing resources the following week by saying, ‘you 
know, some of you mentioned not having a lot to do on the weekend, or finding things 
that are free, so here are things that are free. 
 
While the consultant most often led the need for resources, sometimes the exchange was 
parent-initiated. As Phyllis reported: 
 
It’s that sometimes in these groups, one finds out about things [that] in the streets  it’s 
harder to find out . . . for example, I find out something and I say, ‘hey, I found out about 
this,’ and . . . we ourselves, . . . in the group had made the understanding that if I see 
something, and this is of use for the group, I’ll take it. If I go to a place and I see a flyer, 
‘oh, let me take this,’ then it gives the opportunity for everybody to find out about 
everything.”  
 
The consultant described how the group format provided a level of support that went 
beyond simply having like-minded mothers in the same room:  
 
I think that, sure, there are ways that it’s very similar to talking to a friend, but I think the 
difference would be helping parents with what feels like a dead end or something really 
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overwhelming and taking that and moving it to action, and finding strategies, and finding 
ways to shift gears so that you don’t feel frozen and overwhelmed but you can do 
something about it. And I think that while friends can provide that support, it may not be 
with the same conversation, and we have the aim and goal that we have to do that. 
 
 
DISCUSSION 
 
Overall, social capital in this group was most frequently an answer to questions or concerns 
about parenting in low-income neighborhoods, in being an immigrant or ethnic minority, and in 
wanting to take care of oneself for the sake of one’s children.   
In addressing safe and affordable places to go with children, the group helped open up 
access to unknown information and, potentially, benefit children’s developmental outcomes 
(Furstenberg & Hughes, 1995; Leventhal & Brooks-Gunn, 2000).  In several interview examples, 
it was clear that a mother’s views on childrearing differed from the U.S. norm, a conflict 
endorsed often in immigration research (Deaux, 2006; Suarez-Orozco & Suarez-Orozco, 2002), 
and while group participation did not necessarily change someone’s views on childrearing, it 
gave mothers a community of empathetic listeners (Simich, 2003).  This community may be seen 
as a benefit in and of itself as maternal emotional wellbeing lays a stronger foundation for 
positive parenting and, by extension, child outcomes (Mustillo, Dorsey, Conover, & Burns, 
2011; Petterson & Albers, 2001; Webster-Stratton, 1990).  
Overall, the support group demonstrates ways in which the mothers took advantage of the 
potential to exchange social capital (Small, 2009) and ways in which both weak ties and strong 
ties (Granovetter, 1973) were at work.  Mothers most often gained information through “weak 
ties” with either the mental health consultant or and expert brought into the group, as in the case 
of autism education.  They often then went on to apply that information in their lives with family 
and friends following a sense of empowerment gained from the group, (Weissbourd & Kagan, 
1989).  There were also times when close ties among the mothers profited the group as happened 
when they themselves brought in resources for each other without any activity from the 
facilitator.  In these cases, as well as when they simply validated each other’s experiences 
without any materials, their shared experiences allowed them to be bona fide resources for each 
other (Simich et al., 2003). 
Throughout group meetings, the mental health consultant maintained a facilitative style, 
responding to mothers’ requests for information and moderating conversation each week 
(Campbell & Palm, 2004).  Her preparatory work to set up the room for the group reflected the 
importance of having a comfortable space (Wuthnow, 1996), and by providing a positive and 
inspiring space for sharing support, the converted space reflected a core characteristic of 
effective social service agencies (Sainsbury Centre for Mental Health, 2000).  The mental health 
consultant role aligned well with that of an institutional agent  (Stanton-Salazar, 2011; Stanton-
Salazar & Dornbusch, 1995) who mediated mothers’ access to resources.  In bringing relevant 
community-based resources to the group, she demonstrated a solid knowledge of community 
resources, an important competency in a support group leader (Kurz-Riemer, 2001 as cited in 
Campbell & Palm, 2004).   
It is also important to emphasize that it did not attempt to go beyond the limits of what it 
could realistically and responsibly offer to mothers.  The mental health consultant had some level 
of expertise and clinical training, as well as training in the Family Connections intervention in 
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which the group was embedded. Yet, such training was not a pre-requisite of running the group.  
Instead, what was important was her knowledge of the community, knowledge of child 
development, and insight to know when a mother or the group might have needed more intensive 
or skilled support. 
Given the fact that stigma about receiving mental health services is more common among 
women than men, and the fact that women with depression as opposed to those without it are less 
likely to seek help because of stigma (Nadeem et al., 2007), a leader with a facilitative style 
(Campbell & Palm, 2004) could be key to helping women who otherwise would not seek or 
receive resources get what they need.  This kind of facilitator could not only provide or connect a 
mother to relevant resources, but she could also help reduce stigma associated with mental health 
care and thereby increase the likelihood that an otherwise reluctant mother would be willing to 
seek intensive services if necessary.  
Although the findings described in this study may not be generalized beyond the time and 
place of the group, they allude to a more general model for a parent support group that may be 
applied to any local context.  As described, the group appeared to thrive through three 
dynamically linked components –relationships, resources, and space – whose interplay was 
managed by a facilitator (see Figure 1).  With a mental health consultant as facilitator, the 
mothers exchanged and actually applied new resources in the context of their relationships with 
each other and within an authentic, safe space apart from the rest of the center.  
 
 
 
Figure 1. Support group model of dynamic interplay of relationships, resources, and space as mediated by group 
facilitator. 
 
Despite the potential gain in relationships and resources that this model predicts, it is also 
important to recognize potential tensions inherent in it.  Social capital has its limits (Portes & 
Landolt, 1996), and in a group model such as this, limits existed in the role of the facilitator and 
in the exclusive quality of the relationships and resources the group fostered.  
Martinez-Cosio and Iannacone (2007) highlight the tension that can arise when an 
institutional agent serves multiple, potentially competing roles.  Being a bridge between the 
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dominant culture and parents’ cultures as well as an agent of the employing institution can make 
the role of facilitator complicated.  In this group, the facilitator was an ally of the mothers, yet 
she represented both the mental health intervention and, by extension, Head Start. If parents’ 
needs for support conflicted with Head Start’s ability to support them, the facilitator had to try to 
meet needs on both sides of the divide.  This tension also illustrates the fragility of weak ties 
(Granovetter, 1973).  If, in the face of potential conflict, a facilitator had to act on her allegiance 
to the institution over the group’s wishes, the weak ties would not be strong enough to sustain the 
group’s wishes.  
While the resources and relationships negotiated within the space reflect local context 
and authentic need for support, they also reflected boundaries to the outside. This group evolved 
into a meaningful source of support for Latina mothers.  It is beyond the scope of the data to 
know how the mothers felt about their common ethnicity and language, or how other parents in 
the center perceived the group.  But, it is possible that they group would have been less valuable 
as a source of support for non-Latina or non-Spanish-speaking parents.  This exclusivity was 
perhaps necessary for the group to be meaningful to its participants; however, a center 
implementing this kind of parent support group would want to recognize this tension between 
deeply meeting the needs of a few people versus shallowly meeting the needs of many. 
Finally, a related limitation is that the group really only reached women who were took 
the initiative to attend it. The needs of mothers and other primary caregivers who need support 
but who are less willing to participate in a group or reach out for other help may go unaddressed.  
This kind of group should be seen as a buffer to the risks associated with poverty and 
racial/ethnic minority status and not more than that.  However, this kind of group has the 
potential to reach many in just the place they need support.  
 
 
LIMITATIONS AND FUTURE  
 
This study contributes to the wider body of research on parent support in Head Start, particularly 
support of Latina mothers. It proposes a model for an informal support group that could be 
implemented without requiring too much strain on a center’s budget or staff. The study also has 
several limitations that future research might address.  
First, although this study was not an evaluation, nor was it meant to focus on individual 
effects, it would strengthen our understanding of the group process if we had data that spoke to 
each participant’s change over time, both during participation in the group and afterwards.  In 
particular, a future study might examine whether and how relationships and resources from the 
group sustained their relevance to the mothers after they left Head Start.  A future study might 
also directly assess child outcomes that may be linked to mothers’ participation in the group. 
Similarly, while we had a substantial amount of field notes from the center, the number 
of group observations was limited.  Out of the facilitator’s concern for the parents’ privacy, we 
did not sit in on groups as often as would have been ideal, and when we did sit in on a group, it 
was near the end of the year, after the group had had a chance to coalesce. Understanding the 
early stages of the group process would have allowed us to understand more deeply how group 
evolved over time into the model that we propose.  A future study might negotiate long-term 
access to the group to get more detailed process data to inform this model. 
Finally, the single-case design of the study limits the generalizability of findings beyond 
the center and immediate community.  A future study might examine themes across several 
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groups to see what, if any, commonalities emerge across sites and thereby strengthen the 
implementation of future groups.   
 
 
CONCLUSION 
 
Viewing a group through the lens of relationships and resources, or social capital, highlights the 
important components and the process underlying the work of the group.  These findings extend 
prior research by showing how a community-based organization such as Head Start can serve as 
a site of social capital (Small, 2009) for immigrant mothers in particular, pointing to a model of 
support that is flexible and organic, building on mothers’ strengths and responding to mothers’ 
own expressed needs.  In this support group, the social capital was uniquely generated by and for 
the Latina mothers who routinely participated in the group.  As such, the findings may not be 
generalized beyond the scope of the group.  The unique construction, however, took place within 
a framework that other centers might apply: a dynamic interplay of relationships, resources, and 
space, managed by a facilitator who can both advocate for the group members and bring external 
resources to bear on the group as needed.  Providing a forum for parents to build relationships 
and negotiate support may help centers ensure that their parents’ needs are being met as 
appropriately as possible.   
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APPENDIX A 
 
TABLE 2 
Topics discussed in the parent support group as recorded by the mental health consultant in 
Facilitator Evaluation Forms across 25 weeks 
from August 2006 – June 2007 
Topics # weeks % weeks 
Parenting   
Being a new parent 7 27% 
Learning disabilities 6 23% 
School/placement concerns 5 19% 
Learning- or health-related resources 4 15% 
Talking about difficult topics with kids 4 15% 
Discipline 3 12% 
Sleep routines for children 2 8% 
Child health concerns 1 4% 
Center concerns related to child 1 4% 
Employment for teens 1 4% 
Child behavior questions 1 4% 
Economic Challenges   
Neighborhood violence 8 31% 
Public transportation 8 31% 
Events in the city (non-child, seasonal) 6 23% 
Affordable places to visit in the city 5 19% 
Affordable summer programs for children 1 4% 
Immigration   
Homeland 8 31% 
ESL/Spanish classes 7 27% 
Immigration and the law 3 12% 
Lack of family/child care concerns 1 4% 
Religion as support 1 4% 
Personal Well-being   
Self care per se (e.g., doctor visits) 8 31% 
Depression  6 23% 
Finances 6 23% 
Relationships with spouse 5 19% 
Adult (non-spousal) relationships and  Responsibilities 2 8% 
Sleep deprivation 1 4% 
Professional goals for self 1 4% 
 
 
 
